Background: Care transitions programs are increasingly used to improve care and reduce re-admission of patients after hospitalization. To learn from the experience of patients who have participated in the Mayo Clinic Care Transitions (MCCT) program and to understand the patient experience, we sought perspectives of patients, caregivers, and providers who worked with participants of the MCCT program. Methods: Investigators interviewed 17 patients and nine of their caregivers about their experience with the MCCT program. Eight health care providers described provider experiences with the MCCT program. Data from semistructured interviews were audio recorded, transcribed, and evaluated through content analysis. Inductive coding methods were used to elicit themes about patient experience with the MCCT program. Results: Patients, caregivers, and providers emphasized that the MCCT program prevented hospitalizations and contributed to the health and quality of life of participants. All three stakeholder groups emphasized the value of the home visit and provision of the visit on a patient's "home turf" as central to the program. Patients appreciated speaking to a provider without the stress and exertion of a trip to the clinic. Caregivers appreciated improved communication provided in the home visit and felt that home visits gave them peace of mind. Patients, caregivers, and providers also identified the need for improved phone triage and communication. Conclusion: Patients, caregivers, and providers acknowledged the care transitions problem and emphasized the benefits of seeing patients on their home turf rather than in an office visit. This qualitative study of patient, caregiver, and provider experiences further validates the importance of the MCCT program.
Background
Patients and family caregivers often face difficult issues following a hospitalization. 1 Many have changes in medication regimens 2, 3 or have medical conditions with complex care routines. 4 Health care systems have begun to pay closer attention to this transition period 5 through the use of health coaches, 6 standard hospital dismissals, 7 or nurse practitioners (NPs) to assist patients. 8 Patients must prepare for the physical challenges of going home from the hospital and the need to organize and plan for upcoming appointments in the medical health care system. 9 Our practice started the Mayo Clinic Care Transitions (MCCT) program to assist with hospital aftercare for high-risk patients. [10] [11] [12] By using a model in which a NP conducted home visits, we found a higher 30-day re-admission rate for control patients (20.1%) than MCCT patients (12.4%), with a 7.7% absolute reduction (P=0.002).
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Takahashi et al Even with significant reduction in re-admission rates, acceptance of the program by patients and providers is critical for program sustainability and success. In one population of patients over 65 with cognitive impairment, investigators observed that patients and their caregivers desired information about posthospital needs and illness. 13 They ascribed importance of care coordination for primary care communication and appointments and valued the importance of the family or friend caregiver experience. 13 To better understand the experience of our patient population, we sought to evaluate the MCCT program's strengths and weaknesses from the perspectives of the patients, their caregivers, and their health care providers. Although similar to other programs based on a home visit by NPs, 8 our program differs from others described in the literature because of our patient population and the intensity of visits. Thus, the experiences of a care transitions program are unclear regarding stakeholders when patients are enrolled for shorter periods and when the stakeholders include patients with multiple morbidities. Our goal was to understand the experiences of patients and caregivers who currently or recently were in the MCCT program and to apply this knowledge to improve the clinical program. To fully explore these experiences, we conducted a qualitative study with patients and caregivers, as well as health care providers.
Methods
Care transitions program
The MCCT program has been described previously. 12 This program is staffed by advanced practice registered nurses (APRNs). To be a licensed APRN, a person must be an NP with a graduate degree in nursing and have completed 2,080 hours of supervised or collaborative practice. 14 Patients enroll in the MCCT program on the basis of their scores on the Elder Risk Assessment Index (ERAI), which stratifies for risk of hospitalization. 15 Among older patients, scores greater than 16 indicate that the top 10% is at risk for hospitalization and an emergency department visit. 15 Patients are initially approached in the hospital by a registered nurse (RN) for possible enrollment in the MCCT program. After a patient's hospital dismissal, an MCCT-affiliated NP evaluates the patient at home within five business days. The NP performs a comprehensive geriatric assessment, including medication reconciliation, evaluation of community needs, an action plan for acute issues, and long-term care plans for chronic health conditions. The patient is subsequently either seen or called at least once a week for 30 or more days. The total number of contacts, by phone or in person, varies depending on the length of program enrollment and the complexity, with all participants receiving a minimum of 4. Approximately six visits are made either by phone or face to face. Patients or their caregivers maintain phone access with the primary care team and are dismissed from the MCCT program when their medical condition stabilizes, as determined by the NP and the patient's geriatrician.
Patient population
The initial estimate for patient accrual before initiation of the study was 18 patients based on the general numbers of patients in the program. Patients eligible for the present study had ERAI scores exceeding 16, had their first home visit of the MCCT program between January 9 and August 31, 2015, and had completed the program. All patients who met inclusion criteria were sent a letter asking whether they would participate in a study about the MCCT. The patients who returned signed consent forms were contacted by the study coordinator to set up an interview. Patients were excluded from the study if they were unable to provide informed consent, did not sign the form for the Health Insurance Portability and Accountability Act requirements, or did not have a proxy to provide informed consent. Caregivers of eligible patients who gave consent were also qualified for participation. The patients identified their own caregivers for participation.
Health care providers involved in the MCCT were asked to participate in this study. The providers, including medical doctors, RNs, and the NPs engaged in the program, were contacted through email. The medical doctors could have been the primary physician of the participants prior to the study. The RNs and NPs were staff who worked exclusively with MCCT. The Mayo Clinic Institutional Review Board approved the study protocol, informed consent, and interview guides. The study was conducted in accordance with the ethical principles outlined in the Declaration of Helsinki. 16 
Qualitative data collection
In-depth telephone interviews with 17 study-eligible patients were conducted over 6 months (interviews were conducted from March 12, 2015, through September 29, 2015) . During nine patient interviews, caregivers participated in the interview alongside the patients; sometimes, the caregiver responded with the patient to the same question and sometimes responded to questions directed specifically to the caregiver. Because caregivers, often familial, play an important role in the care of these frail, complex patients, particularly during times of care transition, 5, 17 we felt that it was appropriate to include their voice in this conversation. Although they were not the focus of this study, these caregivers provide 
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Patient experiences in care transitions valuable context about the patient experience during and after hospitalization as well as experience with the MCCT program. The iterative interview process allowed the research team to fully explore patient and caregiver experiences. This study followed the standards for reporting qualitative research guidelines. 18 Health care providers were interviewed during the same time frame as patients and caregivers but were interviewed during a telephone call at a time convenient for the provider. Interviews were conducted by two members of the research team with expertise in qualitative methods (DMF and SMQ) using a semistructured interview guide. Interviews ranged from 13 to 50 minutes for patients and caregivers and from 18 to 44 minutes for providers. All interviews were audio recorded, transcribed, de-identified, and stored on a secure server.
Qualitative analysis
Members of the research team (DMF and SMQ) used a phenomenologic approach to analyze and understand the experience of patients in the MCCT program, followed by a thematic content analysis to analyze the final transcripts. This approach involved reading all transcripts to achieve immersion in the transcript data and to obtain a sense of the data as a whole. 19 Transcripts were read word for word to derive themes that captured key thoughts or concepts from the data. 20, 21 Themes were then organized into codes. A code book was developed on the basis of these coding schemes, and definitions were applied to each code by researchers. These themes were applied back to the transcripts, and line-by-line inductive coding was used to structure data thematically. This approach was an interpretive process whereby themes were identified through review of the data to elicit common themes without generating theory. The approach is common for qualitative interview data derived from the health care research. Knowledge generated from content analysis was based on the patient, caregiver, and provider perspectives about their experiences with the MCCT program.
The team's two qualitative researchers (DMF and SMQ) each coded all data to ensure that the open coding was consistent and reproducible (thereby improving reliability). Analytical software for the qualitative data (NVivo 10; QSR International Pty Ltd., Doncaster, VIC, Australia) provided structure to the coding and the data to ensure proper coding. This software provided an audit trail for decisions made on coding throughout the process. The team used triangulation of data from the patients, caregivers, and providers to ensure consistency of the themes, thus improving validity. The individual experience of the patient was the primary information source; however, experiences of caregivers and providers were considered. We also used investigator triangulation of the primary analysis team, with two analysts versed in qualitative techniques but not related to the MCCT program.
sampling and recruitment of patients and caregivers
Of 91 patients who met the eligibility criteria and were contacted to participate, 55 did not respond, 15 stated that they were not interested, and three returned the signed consent after the target accrual was met. Eighteen of the 91 patients sent invitation letters back with signed consent forms, indicating their interest in study participation. One patient later declined to be interviewed because of time constraints. Thus, 17 patients were interviewed.
sampling and recruitment providers
Fifteen invitations were sent through email between March 5, 2015, and June 24, 2015, to health care providers of the MCCT patients. Of the 15 recipients, eight gave verbal consent to participate and completed a qualitative interview. For provider interviews, two physicians, two advanced practice providers, and four RNs participated.
Results
Patient cohort
Seventeen patients were recruited for the study (10 men and seven women). Median (range) overall age was 82 (60-95) years. Median (range) ERAI score was 18 (16) (17) (18) (19) (20) (21) . As designed, the sample was at high risk for hospitalization. 15 Among the patients, 12 patients (71%) had heart failure and five (29%) had COPD. Nine patients (53%) had caregivers who were interviewed.
The home visit
The inherent value of patients being at home for the care visits was consistent among the three groups. One patient referred to this as being on home turf. Patients and caregivers valued the home visit with feeling more comfortable conversing about their needs in their own environment. It gave them freedom to talk about their concerns and situation. They felt that NPs took the time to understand their needs. Medication discussions were important to patients, caregivers, and providers and allowed NPs to understand medication issues that may not be discussed in an office visit. Patients and NPs discussed diet and food. The ability to ask specific 
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Takahashi et al questions about foods that were in their cupboards was particularly valuable. The NPs provided patients with education or information that the patients felt they did not get while in the hospital or were too confused or overwhelmed to absorb (Boxes 1 and S1).
Patient 4 commented, "Well, I think I feel more comfortable and it gives me the opportunity to ask questions back. You know, a lot of times I have, ah, questions about something that I don't fully understand, and I can enter that into the conversation and it's just, it's more I think the conversation's more complete when we're together and talking. You gotta have feedback, both ways, and I don't do that on the telephone." Patient 14 noted, "I think that I'm more relaxed in my own home, and I can think better."
The providers, and specifically the NPs, also described how invaluable it was to be able to visibly see the patients' home environment; talk to them on their own terms; and identify environmental, social, or medical factors that may not be related to their recent hospitalization but are important to their health and recovery. The providers felt that the home visit was more personal, gave the patients more opportunity to ask questions, and helped them understand their situation. Following is a comment from Provider 101. Patients and caregivers spoke about the characteristics of the NP and the patient-centered care provided, as well as the ability to navigate the health and non-health-related issues that affect the quality of life and care of the whole person (Box 2). The comfort and connection built by an NP visiting a patient's home are the key components of that home visit. Patient 10 reported, Well it's the fact that they, that they come to the home … We don't have to make the trip to the clinic. When they come to the home, they make us feel like we're important … They're very concerned about our welfare.
The convenience of being at home and not having to travel, especially given the challenging health conditions the patients face, was also discussed frequently. Patients reported challenges with getting to and from appointments. Physically, travel to the outpatient clinic was taxing and difficult, particularly after a hospital stay. Participation • Time: patients and caregivers spoke of the time NPs take during the home visit, as opposed to being rushed during an office visit.
• Medication: patients and caregivers spoke about medication discussions, reconciliation, and adjustments during the home visit.
• Food: descriptions were made about diet and food and the importance that diet has on chronic conditions.
• education: nPs provided education or information that the patients felt they did not get while in the hospital or were too confused or ill to absorb.
• home turf: part of the importance of the home visit, patients talk about being in their home, and the ease of asking questions in their own environment. The freedom to talk about things in the comfort of their own home on their own terms. nPs' characteristics: patients and caregivers spoke of the MCCT nPs being kind, patient, and knowledgeable. The description of the nPs themselves and how they interacted with the patients and caregivers emerged as an important characteristic of the program in general.
• Whole person: talk of how the nP addresses issues other than the cause of the hospitalization. What the nP does that affects other areas of the patient's care.
• Physical: nP addressing other health concerns aside from the recent hospitalization.
• Coordination: nP addressing social needs or coordination of services that will help the patient aside from medical issues, social support, or errands.
• QOl: how the nP visits affects the patients' QOl or helps them achieve their activities of daily living or meet their personal goals. In an unexpected benefit of the home visit, patients were able to forego telephone follow-up calls because they would have issues addressed by their NPs. Many patients and caregivers reported issues before MCCT participation of having to wait extended periods on the telephone triage system and being redirected frequently when they called. Similarly, patients reported preferring the face-to-face conversation of the home visit because they were unable to hear well (n=6) or to hold the phone receiver because of arthritis (n=1); the timing of the phone calls also was inconvenient (n=3). As Patient 4 described, Well, I think it's, for 1 thing for me, I'm so hard of hearing, I have trouble on the telephone. And I'm doing fairly well with you right now, but a lot of times, when they call in, I don't even know who I'm talking to and it seems like they all talk too fast for people that are hard of hearing.
The nP role 
Care of the whole person
Patients and caregivers described the MCCT care as treating the whole person, having a connection to everything they need, and being able to address their needs and goals. They described this care as going beyond the posthospital recovery and addressing other needs, both medical and nonmedical. Some study participants described the improvement to their quality of life and their ability to transition back to their normal life. Providers described being able to improve the quality of life of some patients and, for others, keeping the patient out of the hospital and addressing endof-life needs.
MCCT program evaluation
The patients and caregivers described challenges with the care team phone triage system. The providers expressed their passion for taking care of the care transition program population. They also voiced the advantages of end-of-life discussions and palliative care (Box 3).
Box 2 Themes from nine caregivers of patients
Caregivers: caregivers talk of less worry and stress by having someone come into the home. Caregivers' communication: caregivers talk of improved communication and ability to talk to the nP and ask questions. NPs' patient-centered care: discussion of the NP coordinating care and making appointments, advocating for their specific needs, and listening to their needs as an individual. self-management/patient activation: patients discuss their willingness to learn to self-manage or take steps to manage their condition. This is important in the type of patient who might be best suited for the MCCT program.
Abbreviations: MCCT, Mayo Clinic Care Transitions; nP, nurse practitioner.
Box 3 Themes from eight providers
The home visit: being on the patient's "home turf." Providers felt that doing the visit at home provided some improvement in care.
end-of-life care, palliative care, future care: providers recognized the home visit as an opportunity to discuss end-of-life care issues with the patient.
Continuity of care, relationships, and the MCCT team: the home visit was also described as a way to maintain consistency and continuity of care following a hospital stay.
Passion for this patient population: discussion of the MCCT program led the providers to talk about their passion for working with this patient population, often composed of geriatric patients with failing health.
Staffing, phone issues, communication: staffing is often an issue. Not being able to enroll patients who qualify and would benefit, being able to provide coverage 24 hours a day and 7 days a week for MCCT patients, and having access to care providers through telephone contact are often issues as well. 
Discussion
In this qualitative study of 17 patients, nine caregivers, and eight providers, we learned the importance of providing care on the home turf and the comfort of visits with the NP in the home. For the ill patients in this transition population, being comfortable meant that they talked more openly at home. Caregivers were able to communicate with the NP directly. Other studies have evaluated similar high-risk populations and sought some evaluation of the patient's experience. Our study focused in the community, whereas other studies sought input from patients in residential facilities or Programs of All-Inclusive Care for the Elderly after hospital dismissal. 22 One identified barrier involved the phone triage system and the difficulty of getting access to care when they needed it. The providers mentioned the importance of the telephone in the communication challenge. Patients, caregivers, and providers all identified that the MCCT program helped to reduce the need to call the phone triage. They also mentioned that home visits eliminated the burden of the journey to the medical clinic. Difficulty in communication with the telephone was the biggest limitation within the program. Some patients could not use the telephone because they had hearing loss. Different patient groups experience different feelings after hospital dismissal. Among cancer patients and caregiver groups, the patients expressed themes of timely care, issues with ongoing concerns, needing to regain control, and appreciating care transitions. 23 Among patients with heart failure, aspects that continue to be important are an understanding of heart failure, how to work with it, getting control of the situation, and end-of-life care. 24 There is comfort of communicating at home that is not seen in the hospital or office setting.
Patients provided positive comments on the professionalism and help of the NPs and the RNs. They commented on the role of the NP as the center of the care transitions team. These comments reinforce the importance of both the NP as the center of the medical home after hospital discharge and the use of medical teams. 25 Previous studies have emphasized the importance of medical care after a hospital stay. In a Department of Veterans Affairs study of care transitions, patients felt that medication education, home health nursing, prompt visits, and improved communication helped prevent hospital readmission. 26 Similarly, the importance of continuity of care with a care transitions team was emphasized in a study from UK, 27 and other studies have shown that NPs are seen positively by patients in other care transitions programs. 13 We, too, found that the link from patient to NP was strong and important in comfort, knowledge, and communication.
Consistent with previous research, the caregivers in our study reported the importance of communication and relationships with the NPs. In previous studies, caregivers have reported the need to have their situation understood, to be involved with the process, to obtain practical information, to be in harmony with formal caregivers, and to have both personal time and emotional readiness. 28 Communication between patients and the medical team or discharge team has also been reported as important. 29 In our study, the caregivers felt that they had better communication and some consistency with the NPs. This natural communication is one method to fostering improved care. Caregivers and patients were empowered to provide and use self-assessment of medical conditions, which was also an important concept to have them involved with the care plan.
The providers confirmed many of the feelings and sentiments of both the patients and the caregivers. They appreciated the importance of the home as a center of providing care. They had a sense that lowering the barriers of access might help to provide better medical care. The providers who work in the MCCT program reported being committed to the population generally and to the care for patients and caregivers. Similar to patients and caregivers, providers in other qualitative studies have expressed the importance of communication and the need for education as central to successful care transitions. 30 There are many practical implications from our research. Placing patients at the center of care and meeting them at their own home have a powerful effect for both patient and caregiver. Meeting at someone's home may take a relationship to a different level and may improve the satisfaction of the patient. For many patients with multimorbidities who were dismissed from the hospital, the home visit from the MCCT enhances care beyond medication reconciliation, medical action plans, and safety evaluations.
This qualitative study has weaknesses and strengths. We triangulated the assessment of the program through three different groups and found similar responses. Our goal was to describe a broad set of experiences until we found commonalities across those experiences. Nevertheless, a possibility is that the MCCT patients who participated in the study had a different set of experiences than the MCCT patients who did not participate; thus, the possibility of volunteer bias exists. This is particularly important for this older, frail population, where persons with severe chronic illness may not have participated. In a similar manner, the providers who responded could be different from the general provider population. A volunteer bias may have existed for 
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Patient experiences in care transitions the providers as well as the patients. In addition, recall bias is a possible factor in the study. Participants were enrolled in the study after their enrollment in the program. There is a possibility of social desirability bias from the participants. In another limitation, the caregivers were present with the participants, which could influence the answers of the caregivers. A study that specifically assesses caregiver experiences may be appropriate in the future. Despite these weaknesses, the experiences of patients, caregivers, and providers shed light on the importance of home visits after hospital dismissal. In particular, they reinforce the utility of the home as the center of the health care visit.
Conclusion
We observed that patients, caregivers, and providers embraced the MCCT program and found aspects of the program valuable. Central to this care was the importance of seeing the patient in the home environment, as opposed to the office. Patients reported the comfort of talking in the home and felt that fewer barriers to receiving care occurred with home visits than with clinic visits, especially for patients with physical difficulties or hearing problems. As medical complexity increases, providers and caregivers value the ability to spend time in an environment that is relaxing for patients. Communication and patient-centered care were important in this venue. Possibly, the home is a better place than the office to communicate with patients and caregivers.
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